A 39-year-old female patient was admitted to our department after referral from another hospital because of echocardiographic evidence of an aneurysmal mass close to the right atrium. The patient complained of frequent episodes of palpitations that had been occurring for the past 4 months. She had no history of cardiac disease or trauma. On admission, her blood pressure was normal and there was no evidence of jugular venous distension or hepatosplanchnic congestion. Supraventricular tachycardia was recorded by 12-lead ECG ( Figure 1A ).
Plain chest x-ray showed a huge enlargement of the cardiac silhouette with normal pulmonary vascular markings ( Figure  1B ). Both transthoracic and transesophageal echocardiography demonstrated a thin-walled outpouching cavity (15ϫ8.5 cm) in continuity with the right atrium, just above the tricuspid valve and overlapping the right ventricular free wall as well as the outflow tract with the pulmonary artery ( Figure 1D and 1E). A patent foramen ovale was also present. Angiography confirmed the presence of the right atrial aneurysm and revealed normal coronary arteries ( Figure 1C and Movie I). Cardiovascular magnetic resonance (Harmony; Siemens, Enlongen, Germany) confirmed a huge dilatation of the right atrium and showed a very thin, hyperenhanced wall ( Figure 1F through 1H and Movie II). The patient underwent surgical resection of the aneurysm with concomitant Cox maze III modified radioablation and closure of the patent foramen ovale (Figure 2A and 2B). Pathological examination of the resected atrial tissue revealed a paper-thin wall with focal endocardial fibrosis in the absence of inflammation, features consistent with idiopathic right atrial aneurysm ( Figure 2C and 2D). The patient immediately resumed sinus rhythm and was discharged home without symptoms 7 days after surgery ( Figure 2E ).
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